Introduction
The pressures for health system reform have reached a critical stage over the past 10 years as our understanding of the determinants of health has increased and deepened. Yet emerging theory and rhetoric for socially underpinned primary health care, for health promotion and disease prevention, are not yet backed by real change in the practice of health system development that remains strongly concerned with medical and institutional concepts. The debate of the role of community development in community health settings gives us a chance to develop health systems that maintain the best parts of the medical model with the dynamism of community empowerment and community development.
Social capital and health inequities
Social capital is an accumulation of outcomes which are linked by the 'common good' (Putnam, 1993: 35-42) . Social capital has a reinforcing capacity -that a community which is supportive, diverse and tolerant will promote the development of more of the same -what Reid (1997: 1-11) characterizes as 'the creation of alliances across difference'. The linking of social capital with health has arisen with the growing recognition of the importance of the social determinants of health (Kawachi et al., 1997 (Kawachi et al., : 1491 Lomas, 1998 Lomas, : 1181 . Public policy documents are beginning to reflect this importance. This has significant implications for health and health systems. It suggests a social model of health which encompasses the best aspects of the medical model and the public health model, while jettisoning the baggage of control (Reid, 1997: 6) .
What does this mean for health and health systems? The benefits which are meant to flow from increasing globalization -in world trade, in cultural pursuits, in political and social connectionsare better economic outcomes and higher living standards, increased health outcomes and a reduced threat of international conflict. And yet, we have daily reminders to the contrary, even while we have experienced a long period of economic growth, of 'peace' on a global basis and of rapid advances in medical technologies.
Entrenching the differential between wealth and poverty is a worldwide problem with income differentials increasing in both developed and developing countries so that the differences are not just between individuals but between whole communities. Werner has argued that wealth, not poverty, is the real problem facing health and that good low cost health care occurs in tandem with equity, education, primary health care and food sufficiency (Baum and Butler, 1997: 7-13) .
In Australia, Onyx and Bullen (1997: 13-14) have defined key values for social capital and have built a multiple checklist measurement for them. They comprise four community capacity building blocks:
• proactivity in a social context; • feelings of trust and safety; • tolerance of diversity; • value of life; and four distinct social arenas in which they accumulate:
• participation in local community; • neighbourhood connections; • family and friends connections; • work connections.
They suggest that levels of social capital may change according to the arena. At the centre of all of these attributes is empowerment -the ability of the community to act. Ensuring and enabling community and organizational capacity and capability is a key role which governments can play. Community development, empowerment and social capital are inextricably linked.
Community capacity building
As the effects of global organization on capital, and hence on employment, income and social interchange have become more apparent, communities have been under more obvious stress than previously admitted by governments.
There are a number of factors that have impacted on governments and communities in the context of globalization. They include:
• Demographic and social trends including the ageing population in the West and age imbalances elsewhere through the effects of war, disease and famine; • Increasing urbanization, changing family structures, a growing proportion of children living in families at socioeconomic disadvantage and the effects of these factors on health status; • Changing ethnic blends and the growth of refugee numbers; • Growing concern and action to redress social inequities and meet the needs of disadvantaged groups; • Increasing consumer expectations of the health care system, including people being more informed about their health; • Changing technology, including pharmaceutical and information technology, impacting on clinical practice -new and emerging models of care; shorter hospital stays, non hospital-based interventions and changing treatment regimes; • Increasing community and individual demands for participation in the planning, provision and evaluation of health services and a related desire by governments, bureaucracies and service providers to incorporate community involvement in decision making; • The power of people in communities identifying and managing emerging health problems and the success of those communities in managing prevention and early intervention programmes and strategies; • Expectations that health and community services which provide ongoing care are coordinated and integrated even when a range of services, service settings and providers are involved; • The increasing recognition of the ability of
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